Aim: This paper aims to describe the training preparation for health visitors who took part in the intervention arm of a cluster randomised controlled trial and economic evaluation of training for health visitors -the POstNatal Depression Economic evaluation and Randomised (the PoNDER) trial. A secondary aim is to make available, by electronic links, the training manuals developed for and used for the cognitive behavioural approach (CBA) and the person-centred approach (PCA) training for the health visitors. The paper is of relevance to health visitors, general practitioners, nurse practitioners, midwives, clinical psychologists, mental health nurses, community psychiatric nurses, counsellors, and service commissioners. Background: The trial clinical outcomes have been published, indicating the pragmatic effectiveness of the package of training for health visitors to identify depressive symptoms and provide a psychologically informed intervention. The training was associated with a reduction in depressive symptoms at six months postnatally among intervention group women and some evidence of a benefit for the intervention group for some of the secondary outcomes at 18 months follow-up. Methods: The two experimental interventions examined in the PoNDER trial built upon promising work on the potential for psychological interventions to help women recover from postnatal depression as an alternative to pharmaceutical interventions and to address the limitations of previous research in the area. Findings: The package of health visitor training comprised the development of clinical skills in assessing postnatal women and identifying depressive symptoms, and the delivery of a CBA or a PCA for eligible women.
Introduction
This paper describes the preparation for health visitors who took part in the intervention arm of a cluster randomised controlled trial and economic evaluation of training for health visitors: the PostNatal Depression Economic Evaluation and Randomised controlled (PoNDER) trial. The main trial outcomes have been published (Morrell et al., 2009a) and this paper provides details to make the training programme as reproducible as possible. It is relevant to health visitors, general practitioners, nurse practitioners, midwives, obstetricians, clinical psychologists, mental health nurses, community psychiatric nurses, counsellors, and service commissioners.
Summary of the PoNDER trial
Health visitors in 101 clusters in 29 Primary Care Trusts, from the Trent region, and 4084 women consented to take part in the three-year study. The research was a prospective pragmatic randomised cluster trial with clusters allocated to either health visitor training (intervention arms) or health visitor usual care (control arm). The group training was for six full days and four half days. The trial aim was to estimate any differences in outcomes for postnatal women, child or family, attributed to training health visitors in systematically identifying depressive symptoms and delivering psychologically informed sessions (up to eight sessions of one hour per week, based on either cognitive behavioural principles (Clark and Fairburn, 1997) or listening based on personcentred principles (Sanders, 2000) in primary care for women at greater risk of postnatal depression. By this we mean women who had a raised score on the Edinburgh Postnatal Depression Scale (EPDS; Cox et al., 1987) which was designed to help indicate the one tenth of women most likely to be suffering from depression, rather than a formal diagnosis of depression.
The secondary aim was to establish the relative cost-effectiveness of both psychological approaches, relative to 'health visitor usual care'. The primary outcome was the proportion of at-risk women still scoring 12 or more on the EPDS at six months postnatally.
Literature synthesis of health visitors using psychological approaches to support women with postnatal depression A number of small studies have examined 'non directive type counselling' by health visitors (Holden et al., 1989) ; psychological interventions in 'preparing for parenthood' (Elliott et al., 2000) ; brief training for health visitors in 'listening visits' or 'non-directive counselling' (Gerrard et al., 1993) ; and training health visitors to identify and to manage postnatal depression using counselling and cognitive behavioural techniques (Seeley et al., 1996) .
Health visitors have been working in multidisciplinary teams for some time in the prevention and early identification of depression, and offering support for affected women (Cullinan, 1991; Allen, 1993; Bostock et al., 1994) . A series of proposals and guidance has supported the role of health visitors in perinatal mental health (SIGN, 2002; DH, 2003; NICE, 2007) .
In the short term, postnatal depression was found to be amenable to treatment, but not prevention. Antidepressants are effective, but compliance is not good and it is not known which class is most helpful. Psychological interventions offer a practical alternative. There was not enough evidence to determine the most effective intervention for health visitors to offer; whether 'nondirective type counselling' (Holden et al., 1989) or cognitive behavioural counselling (Appleby et al., 1997) . The PoNDER trial was commissioned on the basis of growing demand for psychological interventions for postnatal depression.
The outcomes of health visiting studies and endorsements from official reports indicated that health visitors were in an ideal position to identify women with depression, to establish a trusting, supportive relationship with postnatal women (Plews et al., 2005) , and use their interpersonal and communication skills, which lie at the core of health visiting. The PoNDER trial built upon the potential for health visitors to develop appropriate skills, to adopt an effective role in the identification of depression, and to offer effective support to eligible women, whether non-directive (person-centred) type counselling or cognitive behavioural counselling.
Identifying depression in postnatal women in the PoNDER trial
There is a general problem with the identification of depression in primary care (Cooper, 2003) and postnatal problems are often not recognised in routine practice (Kumar and Robson, 1984; Hearn et al., 1998) . Within the PoNDER trial it was not appropriate to train health visitors to offer psychologically informed sessions without first developing their skills in assessing women and identifying depressive symptoms. Health visitors were trained to administer the EPDS as it is one of the most widely used and researched mood assessment instruments (Hewitt et al., 2009) . It was not developed as a diagnostic test and is not adequate to confirm postnatal depression without a clinical interview (Leverton, 2005) . Health visitors were also trained to use clinical assessment skills to assess a mother's mood, including depressive symptoms and suicidal thoughts, and to explore her feelings about the baby.
The package of health visitor training comprised the development of skills in assessing women, identifying postnatal depressive symptoms, and delivering either a cognitive behavioural approach (CBA; Clark and Fairburn, 1997) or a person-centred approach (PCA; Tudor and Worrall, 2006) to eligible women. On account of the random allocation of clusters to group (control, CBA, or PCA), the health visitors were not able to choose either of the approaches as a preferred option.
Training in psychological approaches
The implementation of the psychotherapeutic health visitor training and intervention was informed by the methodological prerequisites for comparative psychotherapy research (Hill and Lambert, 2004; Kendall et al., 2004) . The implementation of the health visitor training programmes was assisted by the establishment of a Training Reference Group (TRG). This group comprised experienced, academically based psychotherapy and counselling trainers from England and Scotland, including representatives of both the cognitive behavioural and person-centred approaches. This group aimed to enhance the rigour and effectiveness of training for both psychotherapeutic approaches; maximise the comparability of the programmes; and ensure that the trial would be considered by advocates of each method to have been a credible representation and fair test of that method.
The TRG considered the potential for bias and distortion of results attributed to researchers' loyalty to their preferred therapeutic approach (Luborsky et al., 1999) . The potential impact of a researcher's therapy allegiance was minimised in two ways. First, several experts representing both the CBA and the PCA were involved in planning the training for each of the two active approaches. Second, the health visitors in the CBA arm were supervised by an expert in CBA and the health visitors in the PCA arm were supervised by an expert in PCA.
Principles and standards of training for the intervention
The TRG held two verification meetings, chaired by Professor David Shapiro, at the University of Sheffield. Recognising the training employed in previous trials using 'a brief training in the principles of person-centred counselling' (Holden et al., 1989 ) and using cognitive behavioural therapy
The PoNDER trial 13 (Appleby et al., 1997) , the PoNDER trial training was to prepare health visitors to offer a brief, derivative intervention, not psychotherapy, mainly for pragmatic reasons. That is, the outcomes to be compared between the intervention group and control group would be associated with a brief training in delivering critical elements derived from one of the two therapies (cognitive behavioural therapy and person-centred approach to therapy). The training had to be delivered at an appropriately engaged and pragmatic level, to enthuse health visitors and develop their skills and theoretical knowledge. This recognised health visitors' preference to support women with psychological difficulties, rather than become mental health workers. It was not intended that the health visitors should regard themselves (or be regarded) as therapists, whose training takes much longer than eight days. Therefore, the terms 'PCA' and 'CBA' were to be used consistently, to avoid the use of the terms therapy and counselling, therapists or counsellors.
Training manuals
The two lead trainers (TR and KT) were specialists with experience in practice, as trainers, and as supervisors. They prepared a manual for each health visitor to keep and refer to throughout the trial, and a separate trainer's manual. The manuals included the theoretical basis for the relevant psychological approach and the training plan, so that if necessary, the training could be replicated elsewhere.
The TRG verified that the training manuals for both intervention arms were comparable, with an appreciation of the differing ethos and styles of the two psychological approaches.
The training experience was planned to be similar and balanced, as far as possible, for all intervention group health visitors. All training cohorts were no larger than 12 (to allow for four small groups of three health visitors working together). The training used the term client or woman rather than patient, and health visitor rather than participant. Key qualities of the training environment were that they were uninterrupted, secure and congruent with what would be expected of a training environment, with a pragmatic consideration of reproducibility and deliverability in the National Health Service.
Appropriate training
The TRG emphasised avoidance of unfamiliar language and jargon, for example, 'negative automatic thoughts', to avoid putting off health visitors, and to provide accessible, distinguishable, theoretically congruent, and reproducible models with key skills. As well as being appropriate for the health visitors, the intervention was planned to be appropriate for the women, with little time or energy to do too much 'homework'.
Clinical supervision
The health visitors needed clinical supervision and support when dealing with distressing information from a client, such as aggressive thoughts towards the baby. Regular, formally structured reflective practice sessions were offered for all health visitors, some using role play, especially for those who had not had the opportunity to work with affected women. Health visitors also attended locally organised peer supervisory sessions.
Generic skills
The common aim for both training approaches was to enable health visitors to acquire further generic skills in developing warm, therapeutic, helpful relationships, such as positive regard and empathy.
Training for the cognitive behavioural approach
Introduction and background to the approach Cognitive behavioural approaches to depression have been well evaluated and are recommended within NICE Guidelines (NICE, 2007) . In postnatal depression, a study comparing fluoxetine and cognitive behavioural counselling (Appleby et al., 1997) focused on issues regarding feelings of not coping, lack of enjoyable activities, lack of practical support, and caring for any older children. The intervention involved primarily behavioural activation strategies such as planning and reviewing tasks. The cognitive behavioural intervention was delivered by non-specialists. The training in the PoNDER trial reported here was designed to enable health visitors to deliver such interventions.
In order to retain clarity of the approach for the health visitors, the Five Areas approach (Williams et al., 2008; Williams, 2009 ) was utilised throughout the teaching. The five areas are the environment (life situation/relationships and practical problems), cognitions (altered thinking), emotions (altered mood), physiology (altered physical symptoms), and behaviour (altered behaviour). The model presents these as an accessible vicious circle that summarises and shows the relationship between changes in any of the areas. The approaches were placed in the context of a collaborative therapeutic relationship between the health visitor and the client and there was little emphasis in the training on the theoretical or research underpinnings of the approaches being utilised. Trainers were, however, expected to be clear regarding the underpinning approaches while avoiding jargon.
The emphasis within the training was on delivering a single model linking together behavioural and cognitive approaches for which each has an evidence base in the treatment of depression. The three approaches taught were behavioural activation (Garland et al., 2002) , cognitive restructuring (Beck et al., 1979) , and problem solving (Mynors-Wallis et al., 1997).
The teaching structure and approach was designed to be reproducible by accredited cognitive behavioural psychotherapists with prior teaching experience. Although the teaching was timetabled, variation according to the needs of the group was appropriate and desirable, while ensuring that all aspects of the programme were covered.
Purpose of the cognitive behavioural approach teaching programme
The purpose of the training was to prepare health visitors to offer a simple, easily communicated intervention related to the phenomenology of postnatal depression. The basis of the training was the worksheet approach, where health visitors learned to carry out a problem-focused assessment in five key areas of the woman's experience, then select and use appropriate postnatal depression specific worksheets for each woman.
The teaching programme was designed to equip health visitors with the requisite knowledge, skills, and attitudes to enable them to assess clients suffering from postnatal depression and conduct an intervention based upon cognitive behavioural approaches. Learning outcomes are detailed in Table 1 .
Structure of the teaching and teaching approaches used
Each teaching programme was made up of five teaching days delivered over four weeks followed by four three-hour reflective practice sessions at weeks 6, 10, 14, and 18 (Table 2 ). There was some variation of the exact dates to maximise attendance. The majority of the taught component of the programme took place over the first four weeks of attendance, with the taught sessions being in the form of whole day workshops that involved all participants Table 1 CBA training learning outcomes By the end of the teaching programme participants will be able to: > Describe the key features of therapeutic relationships > Form, develop, maintain, and appropriately end therapeutic relationships > Conduct assessments of clients with postnatal depression using a Five Areas approach > Implement a range of simple cognitive behavioural approaches > Evaluate the effectiveness of the interventions CBA 5 cognitive behavioural approach. The PoNDER trial 15 undertaking each unit of the programme. Approaches used within the five teaching days included didactic sections to provide information; structured small group discussions linking prior experience to theory; whole group feedback and discussion; modelling of skills by course lecturers; practice of skills using provided case material, with feedback; introduction to the CBA manual (http://www.nottingham. ac.uk/nmp/research/cmsh/research-projects/theponder-trial.aspx); and use of materials. The reflective practice sessions focused on supervision and practice of skills, using case material brought by participants in small groups of five to seven health visitors. Skills were developed through the use of discussion, reflection on learning, and rehearsal of skills in a safe, supportive setting. These sessions included training in peer supervisory methods. In order to facilitate health visitors being involved in their own development and to aid reflection on practice, each course participant was asked to complete a 'record of learning experiences' for the duration of the course.
Training for the person-centred approach

Introduction and background to the approach
The person-centred approach, with its origins in client centred therapy (Rogers, 1951 ) is one of the oldest and longest established approaches of counselling and psychotherapy. It is also one of the few psychological therapies which has been developed as an approach to different aspects of life, such as education, groups, personal relationships, conflict resolution, and organisations and is thus well founded and well suited as an approach to helping and listening (Wood, 1996) .
Two small studies, each with methodological limitations, specifically on perinatal depression found that women in person-centred therapy appeared to have better outcomes than the control women (Holden et al., 1989) and that person-centred counselling appeared to be better than treatment as usual (Wickberg and Hwang, 1996) . A slightly larger study found that there was a reduction in the EPDS score at 18 weeks among women allocated to either a nondirective counseling (NDC), cognitive behavioural therapy, or dynamic psychotherapy (DPT) group, but there were higher dropout rates in the NDC and DPT groups .
Purpose of the person-centred approach training programme
The purpose of the training was to prepare health visitors using key principles of the approach and reflections on becoming a mother in such a way that they would be able to help the women to accept, understand, and ameliorate their depressive process. It was also to inform health visitors about a person-centred approach to postnatal depression; and to help them develop a PCA or 'psychological posture' to their listening.
Postnatal depression
From a person-centred perspective, physical and mental disorders, unless clearly organic in origin, are generally viewed as describing a process rather than a fixed 'condition'. 'Talking of a depressed process rather than depression seems to make it clearer that there is a continuum of feeling and function' (Rowland, 2002) . In acknowledging depression as a process we understand that it can change and that it involves a relationship, with oneself and with others. Working with the client's subjective experience means that the helper is open to understanding what the client means by her depression (as distinct from deriving meaning from a diagnosis). A woman with a new baby may be scared or angry (or both) but may be presenting in a depressed way. Acknowledging this perspective, one of the five days' training was devoted to understanding the experience and impact of becoming a mother.
Psychological posture
This posture or attitude derives from certain principles; identification of necessary and sufficient conditions of the therapeutic or helping relationship; and attitudes or qualities of the therapist or helper (Rogers, 1969) . Two full training days and further time on other days were devoted to the practice and development of these attitudes and skills.
Specific aims of the course were laid out in the health visitors' PCA manual (http://www. nottingham.ac.uk/nmp/research/cmsh/researchprojects/the-ponder-trial.aspx).
Philosophy of education and its implications for the approach to training and the structure of the programme Central to the person-centred approach to education is the relationship between trainers and participants. This is characterised by the facilitative conditions, which cannot necessarily be reproduced. The development of the trainers' manual reflected the commitment to the fluidity or flexibility of a person-centred perspective on education and training (Mearns, 1997; Merry, 1999) .
Parallel to the therapeutic process of helping, the process fostered by person-centred approaches to education is one in which participants are free to express themselves. The aims of Rogers' 'more human education' (Rogers, 1969 ) is a movement towards:
> A climate of trust in the classroom. > A participatory mode of decision making in all aspects of learning by all participants. > Helping students prize themselves. > Developing excitement and curiosity in intellectual and emotional discovery.
Teaching and learning approaches and structure of the teaching and learning Consistent with the person-centred approach to education, the training course paid attention to developing trust, participation, acceptance, excitement, and curiosity, partly by having check in, group and process time at the beginning and end of each day, which encouraged personal sharing and processing; and partly by being flexible about the order of the content of the course. Personcentred education or training courses are often experienced as intensive, as they place an emphasis and, therefore, a high demand on participation, personal sharing, and reflection. It was important that the course venue also facilitated this level of participation and processing. The training aimed to hold and balance a personcentred perspective to education and training with expectations to 'deliver', 'training', and achieve outcomes. In response to this, the course was designed with a theme for each day, which was introduced, elaborated, and facilitated by means of: > Presentations, backed up with information given in the health visitors' training manual, > Paired and small group exercises, > Group discussion, > Demonstration of practice in the training group, > Skills practice and reflection in small groups, and > Group process.
The course was also designed to allow space and scope to respond to the particular interests and concerns of participants.
Each course comprised five days delivered over four weeks (Table 3) , followed by four three-hour reflective practice group sessions at weeks 6, 10, 14, and 18 held in three different venues to facilitate attendance. These sessions focused on supervision of practice, revision of the application of the principles of the approach, and revision of practice skills using case material brought by the health visitors.
Five-day training evaluation for both approaches
When each training cohort was complete, the health visitors were asked to complete a questionnaire to provide feedback on the training delivery. The replies of these indicated a high level of satisfaction with the content and methods of the training. The detailed training outcomes are presented in a separate paper.
Contemporary context for health visiting services
Postnatal depression is a global public health problem and it is suggested that service providers The PoNDER trial 17
should consider the routine assessment of all postnatal women (Almond, 2009 ) and health visiting should be commissioned to address key public health priorities (Cowley, 2009 ). There is a need to strengthen the health visiting evidence base, and evidence should be readily available for the purpose of commissioning, quality assurance, practice, and education (Cowley, 2009 ). This trial was the largest trial of postnatal depression and the largest trial of a health visitor intervention ever conducted. The trial has generated evidence of the pragmatic cost-effectiveness of a package of training for health visitors to 12 months postnatally (Morrell et al., 2009b) .
This paper provides details of the intervention to ensure that the health visitor intervention is reproducible. We are aware of no other rigorously performed trial that has published details of the training programme for the benefit of health-care professionals.
It would be appropriate to deliver this training as part of Specialist Community Public Health Nurse (SCPHN) educational programme; as part of a BSc or MSc Public Health Nursing; or as a post basic training module for qualified health visitors, from whom the evidence of effectiveness was generated.
A further paper presenting the analysis of the training outcomes will supplement this descriptive paper.
Summary and conclusion
There is evidence that postnatal women could benefit from the health visitor training that was associated with positive outcomes for the intervention group women in the PoNDER trial. The 'Clinical Management and Service Guidance on Antenatal and postnatal mental health ' (NICE, 2007) states, 'In meeting the mental health needs of women in the perinatal period, services should seek to provide the most effective and accessible treatments'. Primary Care Trusts are required to commission a portfolio of services for promoting health and well-being, and reducing inequalities (Department of Health, 2008) . There has been a pledge of £40 million of support to fund additional training for health visitors (Conservative Research Department, 2010) . We provide here details of training which was found to be both clinically effective and cost effective (Morrell et al., 2009b) . This training module might now be commissioned with sustained encouragement from Trust managers adequately influencing educational programmes and contract setting with universities (Cowley, 2009 ).
